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Uterine prolapse
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Uterine prolapse is the herniation of the uterus into or
beyond the vagina as a result of failure of the
ligamentous and fascial supports. It often coexists
with prolapse of the vaginal walls, involving the
bladder or rectum. In the United Kingdom, the
disorder accounts for 20% of women waiting for
major gynaecological surgery.1

Why should I read this article?

Most women with symptoms of prolapse will present
to primary care, and initial assessment and treatment
occurs here.2 An understanding of the patho-
physiology, assessment, and management of prolapse
is essential for the primary care team to streamline
appropriate referrals to hospital. This article aims to
cover these topics and to provide an overview of
current management of secondary care.

How common is uterine prolapse?

The exact prevalence is unknown. Forty per cent of
participants in the women’s health initiative (WHI)
trial in the United States had some degree of prolapse.
Uterine prolapse was found in 14% of the 27 342
women enrolled in the study.3 Another US study of
149 554 women found an 11% lifetime risk of surgery
for prolapse or incontinence in the United States.4

The Oxford Family Planning Association study in
the United Kingdom followed more than 17 000
women aged 25-39.5 The annual incidence of hospital
admission with prolapse was 20.4/10 000, and the
annual incidence of surgery for prolapse was
16.2/10 000. Many studies do not distinguish between
prolapse of all pelvic organs and prolapse of the uterus
alone, which makes it difficult to determine the true
incidence.
Four hundred and twelvewomenoriginally enrolled

in the WHI study were followed up to assess
progression of prolapse. Spontaneous regression was
common, especially for grade 1 prolapse—the progres-
sion rate was 1.9/100 women years and the regression
rate was 48/100 women years.6 Thus, prolapse is not
always progressive.

Why does prolapse occur?

Anatomy

Some knowledge of normal vaginal support is needed
to understand the pathophysiology of pelvic organ

prolapse. Delancey’s three levels of support (figure)
are now accepted worldwide.7

Level 1: The cardinal-uterosacral ligament complex
provides apical attachment of the uterus and vaginal
vault to the bony sacrum. Uterine prolapse occurs
when the cardinal-uterosacral ligament complex
breaks or is attenuated.
Level 2: The arcus tendineous fascia pelvis and the
fascia overlying the levator ani muscles provide
support to the middle part of the vagina.
Level 3: The urogenital diaphragm and the perineal
body provide support to the lower part of the
vagina.

Risk factors

The aetiology of pelvic organ prolapse ismultifactorial
(box 1). Thepelvic organ support study found age to be
a risk factor for pelvic organ prolapse—risk doubled
with each decade of life.9 Increasing parity was also
associated with increasing severity of prolapse. Of the
17 000 women in the Oxford family planning study,
those with a history of two vaginal deliveries were
8.4 times more likely to have surgery for prolapse
than those with no such history.5

Although vaginal delivery is clearly associated,
specific obstetric risk factors remain controversial.
Macrosomia, prolonged second stage of labour,
episiotomy, anal sphincter injury, epidural
analgesia, and the use of forceps and oxytocin have

Box 1 | Risk factors for the development of prolapse247910

Confirmed risk factors

Older age

Race

Family history

Increased body mass index

Higher parity

Vaginal delivery

Constipation

Possible risk factors

Intrapartum variables (macrosomia, long second stage

of labour, episiotomy, epidural analgesia)

Increased abdominal pressure

Menopause
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all been proposed as risk factors but have not been
proved.
Women who are overweight (body mass index

25-30; odds ratio 2.51, 95% confidence interval
1.18 to 5.35) or obese (>30; 2.56, 1.23 to 5.35) are at
high risk of developing prolapse.10 Heritable or
genetic factors might play a part. In a case control
study of 108 women with and without prolapse, a
higher risk of prolapse was seen in women with a
mother (3.2, 1.1 to 7.6) or sister (2.4, 1.0 to 5.6)
reporting prolapse.11

Althoughmenopause is often cited as a risk factor for
pelvic organ prolapse, a study of 270 women from the
WHI trial who had undergone hysterectomy found no
association between oestrogen status (use of hormone
replacement therapy) and prolapse.12

What are the symptoms?

Many symptoms have been attributed to prolapse
(box 2), although none of them are specific, except
for seeing or feeling a vaginal bulge. A study of
497 women in the US under annual review for
prolapse10 showed that the number of symptoms

and the problems these caused increased as the
stage of prolapse increased from stage 0 (no
prolapse) to stage III (prolapse outside the vagina)
(box 3).

Examining the patient

A pelvic examination should be done (using a Sim’s
single bladed speculum) to define the extent of the
prolapse and establish the compartments of the vagina
affected (anterior, posterior, or apical). The patient
should be at rest and straining during a Valsalva
manoeuvre. The oestrogen status of the tissues (signs
of vaginal atrophy) and the size and mobility of the
uterus and adnexae should be assessed.
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Delancey’s three levels of pelvic support. Reprinted from Barber,8 with permission from the Cleveland Clinic Foundation

SOURCES ANDSELECTION CRITERIA

WesearchedMedline (1966-2007), using the keywords
“uterine prolapse”, “surgical management”, “pessary”,
and “conservative management”. We also reviewed the
Cochrane database, as well as the BMJ archives,
including BMJ Clinical Evidence.
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Several prolapse grading systems exist, but the only
system that has been robustly tested for both inter-
observer and intraobserver reliability is the pelvic
organ prolapse quantification system.13 14 This system
defines the extent of prolapse bymeasuring thedescent
of anterior, posterior, and apical segments of the
vaginal wall relative to the vaginal hymen. A full
discussion is beyond the scope of our review, but
readers are referred to the original paper.14 The score
for each compartment can be summarised into a
staging system (box 3).
The need for additional investigations beyond a

comprehensive history and physical examination
depends on the patient’s presenting symptoms. Other
tests that may be needed include urinalysis and
urodynamic investigation.

Management

Observation

The extent of the prolapse does not correlate well with
the symptoms.Watchful waiting is most appropriate if
the prolapse is minimal (stage I). Some women may
prefer observation for advanced prolapse—they
should be examined periodically to look for
development of new symptoms or disorders (such as
obstructed urination or defecation, vaginal erosion).

Conservative treatment

Pelvic floor muscle training
Pelvic floormuscle training is an effective treatment for
urinary incontinence, but its role inmanaging prolapse
is unclear.15 A Cochrane review of conservative
management of uterine prolapse published in 2006

concluded that there was no evidence from
randomised trials and that further trials were
needed.16 A feasibility study for the pelvic organ
prolapse physiotherapy study—which will evaluate
the effectiveness of pelvic floor muscle training in
treating pelvic prolapse—has since been completed,
and a fully powered randomised follow on trial in
16 global centres is due to start in 2007.17

Pessaries
Vaginal pessaries are the only currently available
non-surgical intervention for managing women with
prolapse (box 4).
Although evidence to support the use of pessaries is

not robust, they are used by 86% of gynaecologists and
98% of urogynaecologists.18 In a prospective study of
100 consecutive women with symptomatic pelvic
organ prolapse fitted with a pessary, 73 women
retained the pessary twoweeks later.After twomonths,
92% of these women were satisfied with the pessary;
virtually all symptoms of prolapse and 50% of urinary
symptoms had resolved, although occult stress
incontinence was unmasked in 21% of the women.19

We found just one small prospective study that
looked at whether pessaries can alter the natural
history of prolapse. Fifty six women were
prospectively evaluated using the pelvic organ
prolapse quantification system. All women had a
pessary fitted for at least one year. Of the 19 women
who continued to use pessaries, the stage of the
prolapse improved in four.20

In 2004, a Cochrane review found no randomised
trials of pessary use in women with prolapse.21 A
feasibility study for a randomised trial of the use of
vaginal pessaries combined with pelvic floor exercises
is due to start in 2007.22

Surgical treatment

InEngland andWales in 2005-2006, 22 274 operations
were performed for “vaginal prolapse.”23 The
literature reports outcomes from surgery for uterine
prolapse alone, and in conjunction with vaginal
prolapse repairs at the same time. Many recent papers
are confounded by heterogeneity of the patients
studied, and a considerable proportion of patients
had continence surgery with suburethral tape
procedures at the same time. Hysterectomy for uterine

Box 2 | Symptomsattributable to uterine prolapse

Vaginal symptoms

Sensation of a bulge or protrusion

Seeing or feeling a bulge

Pressure

Heaviness

Urinary symptoms

Incontinence, frequency, or urgency

Weak or prolonged urinary stream

Feeling of incomplete emptying

Manual reduction of prolapse needed to start or
complete voiding (“digitation”)

Change of position needed to start or complete voiding

Bowel symptoms

Incontinence of flatus, or liquid or solid stool

Feeling of incomplete emptying

Straining during defecation

Digital evacuation needed to complete defecation

Splinting (pushing onor around the vagina or perineum)
needed to start or complete defecation (“digitation”)

Sexual symptoms

Dyspareunia (painful or difficult intercourse)

Lack of sensation

Box 3 | The five stages of prolapse1314

Stage 0: No prolapse

Stage I: The most distal portion of the prolapse is >1 cm
above the level of the hymen

Stage II: Themost distal portion of the prolapse is≤1 cm
proximal or distal to the hymen

Stage III: Themost distal portion of the prolapse is >1 cm
below the hymen but protrudes no further than 2 cm
less than the total length of the vagina

Stage IV: Complete eversion of the vagina
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prolapse can be performed via the abdominal route or
vaginal route, although vaginal hysterectomy is
preferred in the UK. In a study of all hysterectomies
performed in the UK during 1993 and 1994, one third
were done vaginally, and 95% of these were for
prolapse.24

The greatest challenge in surgery for uterine
prolapse is to prevent subsequent prolapse of either
the vault or anterior or posterior walls of the vagina.
Hysterectomy alone fails to correct the loss of integrity
of the cardinal-uterosacral ligament complex and
weakening of the pelvic diaphragm. A variety of
procedures are available to support the vaginal vault
at the time of hysterectomy. These include the vaginal
procedures McCall culdoplasty; plication of the
uterosacral ligament; sacrospinous or prespinous
fixation for vaginal vault prolapse; and sacro-
colpopexy (performed via an open procedure or
laparoscopically). A retrospective case control study
compared 62 women having sacrospinous fixation
with 62 women having McCall culdoplasty at the
time of vaginal hysterectomy. It found that women
who had McCall culdoplasty had fewer recurrences
(15% v 27%).25

We found only one published Cochrane review that
looked at surgery for all types of prolapse. The meta-
analysis of trials of vault suspension procedures
showed that abdominal sacrocolpopexy was
associated with a lower recurrence of vault prolapse
and less dyspareunia than vaginal sacrospinous
colpopexy. However, too few data on subjective s
uccess rate, patient satisfaction, and effect on quality
of life were available to make reliable conclusions.26

In the past five years, several randomised and non-
randomised studies have assessed the efficacy of
various procedures with and without artificial meshes
for preventing vault prolapse after hysterectomy. At
present, however, even after meta-analysis the data
have limited ability to inform decision making,

particularly with respect to long term efficacy and the
effect on sexual function. Large randomised trials to
look at long term cure and complications after surgery
for uterine prolapse are urgently needed.

What do we still need to know?

Many aspects of the cause, incidence, prevalence, and
natural history of pelvic organ prolapse are unclear.
No consensus or evidence exist about whether and
how to treat women with prolapse. We do not know
whether we should intervene in the absence of
symptoms, despite anatomical changes. We also do
not know the optimal timing for intervention, or
whether early intervention reduces the incidence of
recurrence.
We do not knowwhether conservativemanagement

can prevent or delay the need for surgery, and the best
surgical approach to achieve anatomical cure,
resolution of symptoms, and low rates of recurrence
in not known. Large prospective randomised studies
with long term follow-up are needed to answer all
these questions.
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Additional educational resources

Resources for health professionals

Conservative management of pelvic organ prolapse in
women. www.cochrane.org/reviews/en/ab003882.
html

Mechanical devices for pelvic organ prolapse inwomen.
www.cochrane.org/reviews/en/ab004010.html

Surgical management of pelvic organ prolapse in
women. www.cochrane.org/reviews/en/ab004014.
html

BMJ Clinical Evidence.Genital prolapse inwomen.www.
clinicalevidence.com/ceweb/conditions/woh/0817/
0817.jsp

Resources for patients

NHS Direct http://cks.library.nhs.uk/
patient_information_leaflet/prolapse_of_the_uterus
—Information on causes, symptoms, and treatment of
prolapse of the uterus

Prolapse of the Pelvic Organ www.
womenshealthlondon.org.uk/leaflets/prolapse/
prolapse.html—Detailed information on uterine
prolapse

JAMA http://jama.ama-assn.org/cgi/reprint/293/16/
2054.pdf—Patient page on uterine prolapse

Box 4 | Key points for fitting pessaries and their
subsequentmanagement

Fitting

� Ensure that the patient’s bladder and bowel are empty

� The pessary fits well if a finger can be swept between
the pessary and the walls of the vagina

� The goal is to fit the largest pessary that does not
cause discomfort

� Ask thepatient towalk around, bend, andmicturate to
ensure that the pessary is retained

Management

� No consensus exists on how frequently to see a
patient after a pessary is fitted successfully

� At each follow-up visit ask the patient about any new
symptoms and inspect for erosions, ulcers, or
discharge

� Fitting a pessary can unmask symptoms of urinary
incontinence
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devices, and the Apogee and Perigeemesh systems for prolapse surgery during

sessions organised by Johnson and Johnson and American Medical Systems.

He has received honorariums for speaking at international meetings.
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Body heat
Last year, I accompanied a group to Everest Base Camp
as the team doctor. My job was to tackle both
common medical ailments and any problems related to
altitude sickness. We all arrived safely, and we were
making our way back from Pheriche (4100 metres)
when big black clouds formed out of nowhere and it
began to snow heavily. With the prospect of hot
chocolate and a warm fire at the end of the day and
our down jackets keeping us warm, we fought on
against the chilling winds and the blinding snow.
Finally, we reached the place where we were staying
for the night and lost no time in huddling around a
blazing fire.

But then one of our group, a 26 year woman, started
shivering severely. Her hands and feet were extremely
cold and numb. We brought her near the flames, piled
blankets on her, and vigorously rubbed her hands and
feet. These slowly turned pink, but she felt no better.
We added more blankets, threw more wood on the fire,

and gave her a hot water bag to hold close against her
body. However, despite all our endeavours, nothing was
working.

As our companion continued to shiver uncontrollably,
panic started to set in. Eventually, someone came up with
the idea of shared human body warmth. We made the
woman stand up, and four of us in our down jackets
huddled tightly around her, making a tight circle. We
stood there for about 15 minutes, talking and making
jokes, until she felt better. At the end of it, we were
sweating hard.

Warm clothes, hot soup, and a good night’s sleep were
enough to revitalise our companion for the rest of the
journey. On the way back, I couldn’t stop wondering how
themost basic and the smallest things dowonderswhen all
the big ideas and medicines fail.

Bikki Gautam medical officer, Institute of Medicine, Kathmandu, Nepal
bikki_iom@hotmail.com

SUMMARY POINTS

Uterine prolapse can occur at the same time as prolapse of
the anterior or posterior vaginal compartments

Little is known about the prevalence and natural
progression of prolapse

Initially, patients should be assessed and managed
conservatively in primary care

Conservative management is advised for patients who are
not fit for surgery or do not want surgery

Surgical treatment for uterine prolapse should incorporate
procedures to prevent recurrence

Reliable evidence for both conservative and surgical
treatment options is lacking, but randomised trials are
under way
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